Introduction
Anal malignant melanoma is a rare and aggressive disease with no speciic clinical symptoms and a poor outcome. It is often diagnosed at an advanced stage, presenting with hematogenous metastasis. The anorectal region is the most common site for development of primary melanoma within the alimentary tract. The majority of the lesions arises from the dentate line of the anal canal and tends to spread submucosally.
Historically, anal melanoma was treated with abdominoperineal resection (APR), but recently some studies demonstrated no difference of the survival rates comparing to wide local excision (WLE). It appears that the only beneit of radical surgery is to obtain clear margins in tumor that are particularly bulky or invading the sphincter, and here APR should be considered. So, WLE offers the advantage of avoiding a permanent colostomy and is the preferred treatment when negative margins can be achieved.
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Methods
The data of nine patients with anorectal melanoma were collected and retrospectively analyzed. From 1977 to 2006 we had a total of nine cases, including one male and eight females. Patients complaint, tumor characteristics, type of surgery, distant metastasis and overall survival were analyzed.
Due to the small number of patients, statistics analysis was not carried out.
Results
There were one male and eight females, of median age of 69 (41-85) years. Most frequent complaint was rectal bleeding. Two patients had amelanotic melanomas. Among nine patients, none presented with distant metastasis when the time of diagnostic. Six were Caucasian.
Seven patients underwent WLE, and one patient whose biopsy revealed melanoma refused any further treatment. This patient returned two years later with a bulky bleeding tumor, and a palliative sigmoidostomy was performed combined with embolization due to severe bleeding. One patient, at the time of diagnosis, presented as frozen pelvis, and had not enough time to a surgical approach. The median overall survival was 24 months. Among patients who underwent WLE we missed the follow up of one patient, one patient presented a stroke and died ive years after the procedure, and one patient is still alive (Figs. 1-6 ) ( Table 1) . 
Discussion
Anorectal malignant melanoma is a rare mucosal disease with a particularly aggressive biology compared with cutaneous melanoma of equal stage, accounting for approximately 1-4% of anorectal malignancies, 2, 5 but it is the third most common site after skin and eye and represents 0.6-1.6% of all melanomas. 6, 7 The majority of patients are Caucasian, with the highest incidence during sixth and seventh decade. There is a slight female preponderance. The anorectal melanoma arises from melanocytes present in the transitional zone of the surgical anal canal and tends to spread submucosally. 8, 9 Related to its no speciic symptoms, most of them, presenting with bleeding, prolapsed mass and anorectal pain, almost 60% of patients have already disseminated disease at initial diagnosis. Melanomas are commonly mistaken for hemorrhoidal disease, and the inal diagnosis can be conirmed by positive excisional biopsy.
1,2
The lesion is not pigmented in about 30% of cases and may resemble a villous carcinoma, and carries a worse prognosis by its invasive nature. 2, 7, 9 Immunohistochemical studies should always be done for establishing the diagnosis of melanoma. It is mostly positive for protein S-100 with a reported rate of 100%, melanoma antigen HMB-45 and vimentin. 8, 10 Others tests, as endoluminal ultrasound and computed tomography, should be performed to address the extension and presence of metastatic disease as its diagnosis. The computed tomography can reveals intraluminal masses in the distal rectum, with perirectal iniltration and often enlarged lymph nodes. Endorectal ultrasound is helpful in the evaluation of the tumor thickness and its nodal status.
2,8
Various factors, including duration of symptoms, inguinal lymph node involvement, tumor stage, the presence of amelanotic melanoma on histology, tumor necrosis, perineural invasion and tumor thickness, have been suggested to be negative prognostic factors. However, female sex has been suggested to be a positive prognostic factor for patients with cutaneous melanoma, and with an improved survival after radical resection for regional stage of anal melanoma. This reason is unclear. 8, 9, 11 The optimal treatment remains controversial, and surgery is based on two operative options: wide local excision (WLE) and abdominoperineal resection (APR). In the past, APR was advocated for the nonmetastatic disease, but as the prognosis was poor regardless of surgical approach, the goal of the surgical procedure should be based on obtaining negative margins and maintaining sphincter function. Most studies shows APR to provide a better local control, but no clear improvement in survival, and further consideration must be given to quality of life issues when making decisions between these two options. 2, 5, 8, 9, 12, 13, 15 Tumor thickness is a strong predictor factor for the risk of local recurrence and is used to plan therapeutic procedures. Tumor thickness below 1mm can be performed by local sphincter-saving excision with a 1cm safety margin. Tumor thickness between 1-4 cm should be excised by sphinctersaving excision and 2 cm safety margin, and tumor with thickness above 4 cm or with the involvement of sphincter should be treated with APR. 8, 9, 11, 13, 14, 18 Stoidis et al. hypothesized that systemic dissemination is an early event in tumorigenesis, and by the time the lesion is clinically apparent micrometastases are well established. Metastases occur via lymphatic and hematogenous routes. Lymphatic spread to mesenteric nodes is more common than to inguinal nodes, while lungs, liver and bones are the most frequent sites of distant metastases. 8 Prophylactic lymph node resection has no value, and the therapeutic lymph node resection should be performed only in the presence of positive inguinal nodes. Sentinel lymph node mapping (SLNM) has in uenced the extension of surgical resection and seems to be helpful in preventing understating patients, who are pathologically node-positive but clinically node-negative and can allow early beneicial completion lymphadenectomy. 5 The role of adjuvant therapy remains unknown. The response of anorectal melanoma to radio and/or chemotherapy continues to be poor. No systemic therapy regimen for metastatic anal melanoma is considered standard of care. Treatment is based on drugs developed for advanced cutaneous melanoma, although the clinical, biologic, and molecular seems to be different. 8 Kim et al. used a combination of temozolomide, cisplatin and liposomal doxorubicin for metastatic anal melanoma with encouraging results. 4, 17 Regardless of surgical approach, melanoma remains a highly lethal malignancy with overall 5-years survival rate less than 20%. The median survival is 34 months for patients with local disease and 10 months for those with metastatic disease. 8, 9 The early diagnosis is the key to improved survival rate for patients with anal melanoma, due to the fact that the stage of the disease is the most important determinant in anorectal melanoma. A standard approach has not been established because of the limited number of patients of all anal melanoma reports. Further studies of the molecular mechanisms and tumor progression are needed to develop new treatment paradigms and improve survival.
Conclusion
Considering that anal melanoma is an aggressive tumor often diagnosed in advanced stages, a wide local excision should be considered as a therapeutic approach, despite controversial. 
